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ABSTRACT OF THE DISSERTATION
Confirming the Factor Structure of the QOLR Using a Clinical Mental Health Sampling
by

Charles John Drake III
Doctor of Psychology, Graduate Program in Psychology
Loma Linda University, September 2004
Dr. Matt Riggs. Chairperson
The Quality of Life Rating (Gust, 1982) (QOLR) is a clinically developed 20-item
self-report instrument that has been used in spinal cord and traumatic brain injury
rehabilitation clinics as well as clinical mental health environments. This current study
tested a five-factor model (Huebner et al., 1998) of the QOLR using the confirmatory
factor analysis method. Huebner et al.’s (1998) five extracted factors were labeled as:
self-esteem and well-being, interpersonal attachment, economics or basic needs,
recreation/leisure, and spirituality.

For the present study, 230 completed QOLR’s

collected from adults at intake of an outpatient psychological services clinic in the
Southwestern United States were used. The sample was 70% female. The age range was
18 to 68 with a median age of 37.5. The sample was 51.7 percent Caucasian, 30 percent
Hispanic, and 13 percent African-American. The results of the present study provided
support for the hypothesized model. These results also supported the generalizability of
the instrument outside of the Huebner et al. (1998) college student sample. The relatively
sound nature of the QOLR’s established psychometric properties, as well as the secondorder factor structure used in this current study, may make this instrument and model
useful in further quality of life studies. The issues of defining and measuring the quality
of life construct are discussed.

Introduction
In recent years, we have begun to see a growth in the usage of quality of life
instruments (QOL) in mental health clinics. Many of the QOL instruments used in
clinical mental health environments are clinimetric in origin rather than psychometric
(Kaiser, 1999; Feinstein, 1987). To meet their own needs, many clinicians prefer
instruments that are short, user-friendly, and not overly sophisticated. While seemingly
useful to the clinicians, these instruments still require the generally accepted statistical
evaluations of their psychometric properties.
The Quality of Life Rating (Gust, 1982) (QOLR) is an example of such an
instrument. The QOLR is a clinically developed QOL instrument that has been used in
multiple clinical environments. Huebner, Allen, Inman, Gust, and Turpin (1998) began
the process of evaluating the psychometric structure of the QOLR, and the current study
continued this process.
The goal of the present study is to add support to the previously defined factor
structure of the QOLR (Huebner, et al. 1998). Huebner, et al. (1998) examined the factor
structure and other psychometric properties of the QOLR using a sampling from a college
student population. This present study performed a confirmatory factor analysis (CFA)
on the QOLR using data collected from a clinical mental health population. The
following literature review explores some of the current issues of defining quality of life
(QOL) and assessing QOL.
For approximately 25 years, the interest in and research into the QOL construct
has continued to expand. The research began with more of a focus on subjective quality
of life issues in society in general, but has expanded over the years to include specific
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QOL issues. The field of mental health care also has seen a tremendous expansion in
research and clinical interest in the QOL concept (Lauer, 1999). The relatively short
history of research into quality of life issues has been filled with debate and skepticism
over the clarity of QOL concepts and the validity of QOL measures. This controversy
begins with the problem of defining QOL.
Defining the Quality ofLife Concept
In attempting to define QOL, the only consensus that can be found in the literature
is that there is no single definition of QOL (Spilker, 1990). The definition of health
provided by the World Health Organization (1948) has been one source of many QOL
concepts. The World Health Organization (1948) defines health as a state of complete
physical, mental, and social well-being and not merely the absence of disease or
infirmity. As a result, we have definitions such as Emerson’s (1985), which defines QOL
as the satisfaction ofan individual’s values, goals, and needs through the actualization of
their abilities. Approaches to evaluating quality of life have focused upon two major sets
of variables: (a) social indicators and (b) personal satisfaction, happiness, or well-being
...(Emerson, 1985).
There also seems a fairly strong consensus that QOL includes both objective and
subjective elements. The objective elements include items such as living arrangements,
income, and occupation (Simmons, 1994). The subjective elements can only be measured
by self-report (Simmons, 1994). Niemi, Laaksonen, Kotila, and Waltimo (1988) offer a
definition that states that QOL refers to a person’s subjective well being and life
satisfaction and that it includes mental and physical health, material well-being,
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interpersonal relationships within and without the family, work and other activities
within the community, personal development andfulfillment, and active recreation.
Many of the definitions of QOL found in the literature recognize that QOL can be
identified at different levels. First, it can be identified at a more global level, which is the
individual’s overall satisfaction with life. The second level is divided into specific
domains (Katschnig, 1997). An example of these domains includes Spilker’s (1990) four
domains of physical status and functional abilities, psychological status and well-being,
social interactions, and economic status and factors. Renwick and Friefeld (1996) offered
a somewhat similar division of QOL into the specific domains of physical, cognitive,
emotional, and social. The third level is where each domain is described by the specific
components that it includes. It becomes important at this level to recognize that each and
every person weights each domain differently.
When carrying the QOL construct into the arena of mental health, the clarity of its
definition can meet some additional challenges. Prior to the introduction of the World
Health Organization’s definition of health, psychopathology and subjective well-being
were often viewed as the opposite ends of a single continuum. In other words, positive
subjective well-being was understood as the absence of psychopathology, and vice versa
(Greenspoon & Sakloske, 2000). Many studies have actually found an association
between psychopathology and subjective QOL, especially as it relates to symptoms of
depression and anxiety (Corrigan & Buican, 1995). However, this relationship is likely
circumstantial to the type of psychopathology. Most clinicians working in clinical
psychology or psychiatry are familiar with patients who exhibit certain types of delusional
or manic symptoms and report high levels of subjective well-being. Research studies
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pertaining to this association between psychopathology and QOL that have sampled
patients with psychotic symptoms have generally revealed mixed results (Hansson, 1999).
The guiding influence of the World Health Organization’s (1948) definition of health has
allowed us to separate out the variable of psychopathology as one factor, within the
broader mental health construct, that can have a wide array of effects on subjective QOL.
However, given the natural marriage of these two concepts in the field of mental health,
research into their relationship will, by necessity, continue (Hansson, 1999).
Conceptual Definitions
Lauer (1999) identifies four different conceptual approaches to QOL developed
mainly in psychiatry and mental health care. The four approaches are the social
indicators approach, the psychological indicators approach, the adaptive functioning
approach, and the combined approaches. The social indicators approach focuses on the
relationship between social indicators (e.g. unemployment, economic factors, number of
social contacts in a week, number of recreational activities per month, etc.) and mental
health. These can be important factors if we equate QOL and mental health with an
idealized objective standard of living. Criticisms of this approach include its highly
uncertain validity and lack of specificity (Lauer, 1999).
The psychological indicators approach focuses on subjective reactions to life
experiences. Schipper, Clinch, and Powell (1990) reported that the importance of this
approach lies in its emphasis on both patient perception and on psychological factors’
overt contribution to physiologic outcomes. Many researchers and clinicians prefer this
approach because its primary components (i.e. well-being, happiness, or satisfaction)
have been shown to account for more than 50% of the variance in the QOL construct
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(Lauer, 1999; & Diener, 1984). Corrigan and Buican (1995) studied the construct validity
of subjective quality of life. Their multiple regression analysis offered results suggesting
that constructs such as depression, size of the support network, verbal intelligence, and
social adjustment are independently associated with quality of life (Corrigan & Buican,
1995). The criticisms of the psychological indicators approach includes idiosyncrasy in
reports of feeling states, adequacy of psychological indicators, and social desirability
response bias (Lauer, 1999).
According to the adaptive functioning approach, QOL is dependent on the degree
to which an individual can meet the demands of life. This approach points to the two
important variables of individual satisfaction and individual performance related to social
expectations (Simmons, 1994). QOL can be seen as coming from a social contract
fulfillment. This contract is for the meeting of the individual’s needs in exchange for the
individual’s meeting of the demands placed upon him or her by the society (Bigelow,
1991). The problem with this approach lies in the idiosyncratic and subjective nature of
perceptions of social expectations.
Combined approaches make use of both objective social indicators and subjective
psychological indicators. These approaches recognize the shortcomings associated with
establishing QOL with purely objective indicators. Skantze, Malm, Dencker, May, and
Corrigan (1992) found no association between perceived QOL and total standard of
living. It is research such as this that brings many researchers to the conclusion that QOL
is ultimately a subjective matter. The commonly used objective measures, such as health
status or socioeconomic status, leave the subjective experience of the individual’s QOL to
be assumed based on the objective indicators. It becomes especially important to not
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security (Cummins, 1996). The domain of community or place in community refers to
one’s hierarchical position in the community and carries no implication of intimacy
factors found in other social domains, such as family or friendly relationships. The
community domain includes constructs, such as, education, social class, community
integration, self-esteem, job status, and empowerment (Cummins, 1996).
Lauer (1999) suggests that QOL is dependent on three factors. The first factor is
objective personal characteristics, such as age and sex. The second factor is other
objective characteristics in various life domains, such as income level. The third factor is
the subjective QOL in these same life domains. Lauer (1999) concludes that the lack of
consensus on the QOL concept is a good thing because of the great variety of disciplines
involved in QOL research that place emphasis on different aspects and domains of QOL.
However, Hansson (1999) points out that the vagueness or ambiguity of the QOL concept
that it is not a good thing because increased clarity is warranted.
Alphonso, Allison, Rader, and Gorman (1996) claim that there are three specific
components of the subjective QOL construct that can be operationalized and measured.
The first is the cognitive component, which is one’s own intellectual evaluation of either
their global QOL or their QOL in specific domains. The other two components are the
presence of positive affect, such as happiness or good feelings, and the absence of
negative affect, such as anger or anxiety or other unpleasant feelings (Myers & Diener,
1995). The cognitive component has been studied by many researchers and has seemed
to be the easiest to conceptualize. For instance, Andrews and Withey (1976) in their
classic study attempted to identify those life domains that are most commonly held and
relatively broad in their scope. The life domains, or what the researchers termed

8
concerns, that were identified included such issues as family, job, neighborhood, outdoor
recreation, and self-efficacy. Andrews and Withey (1976) also reported that a global
satisfaction with life was found to be a critical life concern.
Most of the recent QOL models and instruments have continued this work of
dividing the QOL construct up into constituent domains. Within the research, there exists
a clear lack of consensus on the issue of the scope or number of domains that might make
up the QOL construct (Cummins, 1996). The where and how of dividing life up into all
of its different aspects that may account for all of the variance in the subjective QOL
construct for supposedly all humankind seems by nature to be a quite complex and
arduous task. The task is somewhat simplified by the commonly held view that people
are able on their own to take a more gestalt-view of the quality of significant subdivisions
of their lives (Cummins, 1996), such as, their health, work, family relationships, etc. Of
course, problems arise from the fact that the way in which people form these aggregate
responses differs from person to person. For instance, when asked to evaluate the quality
of one’s family relationships, it can be assumed that the process of selecting specific areas
of life to be referenced, as well as the manner in which they are prioritized, is
fundamentally an idiosyncratic process. As Cummins (1996) points out, despite the
idiosyncratic nature of this aggregate response process, it appears that using the shorthand
approach of grouping together specific life components into user-friendly domains is both
beneficial and quite necessary to make the QOL construct more manageable. The goal
becomes finding a set of domains that meets the requirements of having valid and reliable
names, and, when grouped together, adequately account for the variance in the subjective
QOL construct.
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Objective Versus Subjective Indicators
In the ongoing debate about the definition of quality of life (QOL), one of the
issues continues to be the nature of this relationship between objective and subjective
QOL indicators (Cummins, 2000). There are some researchers who believe that QOL can
never be more than a subjective construct (Andrews & Withey, 1976). However, many
QOL researchers are now of the opinion that any general definition of QOL must include
both objective and subjective dimensions. Cummins (2000) claims that if QOL is to
encompass all aspects of human life, then it must include both dimensions. The recent
expansion of research into and clinical reliance upon the health-related quality of life
(HRQOL) construct has brought into focus the need to gain some clarity on the issue of
the relationship of objective and subjective QOL indicators.
In order to study this relationship between objective and subjective QOL
indicators one first has to draw a clear distinction between the two. Are there any truly
objective QOL indicators? Andrews and Withey (1976) claim that the distinction
between objective and subjective QOL indicators is neither clear nor useful. They state
that objective indicators involve subjective judgments and that subjective indicators
provide direct and objective measurement of what is intended to be measured. Myers and
Diener (1995) report that Has final judge of someone’s QOL lies inside the individual
person and that no one else can provide the evaluation. Cummins (2000) challenges the
argument that the objective/subjective distinction is not useful. He states that the
adoption of the objective/subjective distinction is more heuristically useful than its denial.
As this debate continues, however, the one thing that does appear to be agreed upon is
that subjective experience is at the core of the QOL construct.
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For the past thirty years, researchers have been empirically demonstrating that the
objective, material condition of people’s lives does not accurately predict their internal
sense of well-being. They have found that the widely assumed positive correlation
between better economic conditions and subjective well-being does not hold up to
empirical scrutiny (Campbell, 1974; Stumpel, 1973). Cummins (2000) offers the
example of the ‘Places Rated Almanac’ (Boyer & Savageau, 1981) using objective
criteria to rate Lawrence, Massachusetts as the least desirable town in the United States in
which to live. When the media followed up this claim by interviewing the actual
inhabitants of this town it was found that the people held a positive view of their town
and the life that it offered them. This clearly revealed the considerable difference in
criteria used between the objective ratings of assumed well-being and the subjective
ratings of the town’s inhabitants (Zautra, 1983).
Cummins (2000) conducted a meta-analysis of 10 randomly selected studies and
concluded that a higher inter-correlation exists within either objective QOL measures or
subjective QOL measures than between the two dimensions. The results of this study
supported the principle that intra-dimensional relationships tend to show stronger
correlation than inter-dimensional relationships. However, Cummins (2000) also found
that this principle tends to break down in non-normative samples. As Cummins (2000)
explained, the reason that objective and subjective QOL indicators tend to show strong
intra-dimensional correlation is fairly straightforward. With objective indicators, it is not
surprising that people who have higher incomes also have better health care and are better
educated. The situation is similar with subjective indicators in that people who are
satisfied with their lives also tend to be happy and have less depression (Cummins, 2000).
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The reason for the low inter-dimensional correlation between objective and
subjective indicators may be more complex. There are four different categories of models
that can be found in the relevant research to explain the relationships between the
objective indicators of personality and life events and the subjective indicator of
subjective well-being. There are personality models, adaptation models, models based
purely on the supposed effects of exogenous life events, and a homeostatic control model
(Headey & Wearing, 1989). As far as the first category, personality models, Costa and
McCrae (1980, 1984) are likely the best-known. They have, for instance, been able to
show that the personality variables of neuroticism and extraversion help to account for
much the variance in subjective well-being and that personality predicts subjective well
being over time. Headey and Wearing (1989) proposed two limitations to this “pure”
personality model. First, personality variables even in combination only account for a
moderate amount of the variance in subjective well-being. Headey and Wearing (1989)
suggest that additional variables such as social networks and demographic variables must
be included in order for the model to be adequate. Second, if personality is stable over
time, then how does it account for the changes in subjective well-being over time? It
would seem to make sense that if subjective well-being is dependent on personality, then
the high level of stability seen with personality would also be seen with subjective well
being. The evidence from relevant research would suggest that it is not (Headey &
Wearing, 1989).
The second category is adaptation models. Brickman, Coates and Janoff-Bulman
(1978) studied the impact of major life events on subjective well-being. These
researchers used adaptation level theory to explain why major life events might have little
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effect on subjective well-being. They used state lottery winners as the favorable event
group and accident victims who had become paraplegic or quadriplegic as the adverse
event group. The results of this study have been used as support for the claim that
adaptation is so rapid and complete that even major life events such as these have no
detectable impact on subjective well-being over time (Argyle, 1987; Headey & Wearing,
1989). However, Headey and Wearing (1989) claim that the results of the Brickman, et
al., (1978) study are easily overinterpreted. The sample sizes in the study were quite
small (29 accident victims and 22 lottery winners), and the rate of response for the
favorable event group was only 52%. The results of the research did show that the
favorable event group responded with higher mean subjective well-being scores than did
the control subjects; however, given the small sample size, the difference was not
statistically significant. The results also showed that the adverse event group did respond
with significantly lower subjective well-being scores than did the control subjects,
although this difference is interpreted as “surprisingly” small (Headey & Wearing, 1989).
Costa, McCrae, & Zonderman (1987) concluded from a two-wave panel study that
changes in marital status, employment status, or residence had no impact on subjective
well-being. However, Headey and Wearing (1989) point out that the 9-year period
between interviews may have been too long to be able to detect the impact of events.
They also claim that the categories of marital status, employment status, and residence
may be so general that they may include individual events that are unlikely to have any
influence on subjective well-being, and that the overall research design may pose a high
risk for type II errors (Headey & Wearing, 1989).
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The third category includes models that treat life events as exogenous shocks
which appear to result in significant effects on subjective well-being (Headey & Wearing,
1989; Abbey & Andrews, 1985; Block & Zautra, 1981). This research first focused
mainly on the damaging effects of adverse events, but has more recently moved to include
the supposed enhancing effects of favorable events (Headey & Wearing, 1989; Block &
Zautra, 1981; Headey, Holmstrom, & Wearing, 1985).
According to Headey and Wearing (1989), this model of treating life events as
exogenous shocks exists on the assumption that most life events can be defined as
entirely exogenous. This assumption is challenged by research showing that same or
similar events appear to repeat in individuals’ lives consistent with personal
characteristics of each individual. This would seem to be evidence that life events are at
least to some degree internally driven. If this is true, then the difficult task becomes
separating out which events are controllable and which ones are just matters of fate. The
previously discussed research using personality models, such as Costa and McCrae’s
(1984) work, would appear to support a rejection of the hypothesis that life events have a
stronger impact on QOL than certain stable personal characteristics like personality
(Headey & Wearing, 1989).
The fourth category is the homeostatic control model. Headey and Wearing
(1989) offered an explanation for the low inter-correlation in their proposal that people
have a homeostatic set point for subjective well-being. These researchers found that the
influence of negative life events on people’s subjective well-being tended to be short
term and that people tended to recover to their own base-line levels after a period of time.
This finding has since found empirical support (Cummins, 2000). This basic principal
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means that an individual’s life satisfaction and general subjective well-being are not free
to vary over their potential range. Instead, they seem to be under a type of homeostatic
control analogous to blood pressure. The body keeps blood pressure within a normal
range under a wide range of circumstances, such as, hydration, body size, and hormone
levels. However, these homeostatic mechanisms can be defeated by extreme
circumstances, such as clogged arteries or a malfunctioning heart (Cummins, 2000). The
homeostatic control model suggests that this is also the case for subjective well-being in
that it varies within a restricted range under a wide range of exogenous events, but can be
defeated by extreme negative events. However, this homeostatic control has yet to offer
us any real understanding of the mechanisms of this control in their model, as are more
clearly understood in blood pressure control.
Assessing Quality ofLife
Community clinics often lack access to or the requisite expertise in the use of
sophisticated evaluation instruments. When looking at the history of QOL instrument
development, it seems that the instruments that have been most widely accepted are of the
short and simple variety. For example, one of the earlier developed instruments, the Life
Satisfaction Index (LSI, LSI-A), (Neugarten, Havighurst, & Tobin, 1961), was originally
a 20 item instrument with a reported administration time of five minutes. A shortened
version, the LSI-Z, has only 13 items (Wood, Wylie, & Sheafor, 1969).
Another question that arises in QOL measurement research is whether instruments
that are disease specific are more appropriate or if the more generic and global
approaches are. Orley, Sexana, and Herrman (1998) criticized the disease specific
approach by pointing out that an instrument that focuses on assessing the negative effects
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of a specific disease or symptom is not assessing the effect of the disease or symptom on
an individual’s QOL. To assess only the negative effect of a particular malady misses the
impact on the many other aspects of their life. Campbell, Converse, and Rodgers (1976)
pointed to the ethereal and vague characteristics of the QOL construct and claim that if
we are to set aside the specific nature of the patient’s symptoms in pursuit of an overall
quality of life, then we need an understanding of what quality of life means. However,
since Campbell et al. (1976) offered criticism of the quality of life construct, sociological
and psychological research has developed a considerable body of empirical findings about
the nature of individual life-satisfaction and well-being (Kaiser, 1999).
Apparently, there exists within psychological services clinics a growing need for
short, user friendly, easily interpretable instruments that can be used for assessment of the
individual and assessment of the effect of overall treatment approaches or program
modifications on specific populations served. Therefore, if the generic and global QOL
construct is to become useful in these clinical environments, the instruments offered must
meet the aforementioned requirements.
Although still a relative rarity, instruments for measuring QOL have been arriving
on the mental healthcare scene in increasing numbers. According to Kaiser (1999), many
of these instruments historically may be rooted in the humanistic goals bom from the
ideals of the movement to deinstitutionalize the long-term mentally ill. Where the
science of human psychological measurement has not been able to provide the necessary
tools, the clinicians’ need for objective measures to provide a guiding feedback became
the mother of invention (Kaiser, 1999). The creation of some of these instruments can
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also be traced to today’s more consumer-oriented approach to mental healthcare. It has
become necessary in this environment to place a greater emphasis on the customer’s own
opinion (Gill & Feinstein, 1994).
Because many of the QOL instruments that are being used in mental health clinics
underwent a more clinimetric than purely psychometric development, they tend to be of
great practical relevance and are more readily accepted by clinicians than are other
psychological measures developed in laboratories (Feinstein, 1987; Kaiser, 1999).
However, with the benefits of practical relevance recognized, it still holds true that if an
instrument is going to be evaluated methodologically, then, the commonly accepted
psychometric standards for psychological instruments must still hold the position of a
clear priority (Angst et al., 1994).
Gust’s (1982) Quality of Life Rating (QOLR) is an excellent example of the
clinimetrically developed, generic, short, user-friendly, easily interpretable, not overly
sophisticated type of QOL instrument mentioned previously. This instrument’s design is
also consistent with much of the previously mentioned research in that it references both
objective and subjective indicators of QOL, but ultimately leaves the evaluation of these
indicators to the subjective view of the individual. The QOLR’s design is probably more
consistent with the psychological indicators approach in that it measures only subjective
evaluations of different life domains. As with many of these types of instruments, there
exists the need to investigate the psychometric properties of the QOLR. Huebner, et al.
(1998) began this process with their study of the factor structure and psychometric
performance of this instrument.
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Huebner et al. (1998) assessed the psychometric properties of the QOLR using a
sampling from a college student population. This sampling was chosen based on the
researchers desire to first validate this instrument using data from a normal (i.e. without
disabilities) population. The participants were students, mostly freshmen, from a state
university in the central southeast portion of the United States. Two samplings were
conducted resulting in a total of 393 students completing the study. Four participants
were eliminated due to reported disabilities. The student participants’ age range was 17
to 43 years old, with the mean age being 19.01 (SD = 2.90), and sixty-six percent of the
sample being 18 years old. Females accounted for eighty-three percent of the sample
(Huebner et al., 1998).
The researchers state that this sample was selected out of convenience, as well as,
the fact that college freshmen were less likely than advanced students to have their
answers influenced by knowledge gained during their course of study. The researchers
also state that the general age range of the sample was similar to clinical populations with
spinal cord or traumatic brain injury, which was the originally intended target population
for the QOLR. The highest rated aspects of the students’ QOL were family involvement.
sense of control of life and future, and receiving affection. The lowest rated aspects were
level of stress, satisfaction with volunteer activities, and financial conditions. The mean
responses for most items suggested an overall satisfactory to very good QOL rating
(Huebner et al., 1998).
Among the tests of the QOLR’s reliability, the alpha coefficient for the combined
sample was 0.87. To determine the test-retest reliability, eighty-nine of the participants
were readministered the QOLR after a period of two to three weeks. Using the sum score
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any factor. These items remain on the QOLR until further statistical analysis can be
completed. Also, some of the items, such as transportation availability and housing, may
be selected to remain on the instrument due to their clinical significance and utility
(Huebner et al., 1998).
This EFA of the QOLR provides an empirically supported pattern of how the
observed variables of the QOLR (i.e. item responses) are linked to their underlying latent
variables (i.e. factors). The next logical step is to draw another sample of responses and
conduct a confirmatory factor analysis (CFA). A CFA tests the goodness of fit between
the Huebner et al. (1998) factor model and the correlations among factors in the newly
drawn sample. The CFA method allows for the specification of the regression structure
among the factors (Byrne, 1994).
The purpose of the present study was to test the Huebner et al. (1998) factor
structure of the QOLR using the confirmatory factor analysis method. According to Van
Prooijen and Van Der Kloot (2001), and Byrne (1989), the appropriate method for testing
the hypothesized factor structure of an instrument is confirmatory factor analysis. The
present study predicted that the data collected from the clinical mental health sample
would support the hypothesized QOLR factor structure drawn from the exploratory factor
analysis conducted by Huebner et al. (1998). The path diagram shown in Figure 1
pictorially represents the current study’s set of hypotheses. In the diagram, ovals
represent latent variables and the rectangles represent measured variables. The absence
of a line connecting variables represents the lack of hypothesized direct effect (Ullman,
1996). Each arrow in the diagram represents an alternative hypothesis.
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Figure 1. Hypothesized structural model of the QOLR instrument.

Method
Participants
The QOLR has been used as part of an initial assessment package administered to
all adult clients of a county operated psychological services outpatient clinic. This clinic
serves all county employees and employees’ family members in a particular county in the
southwestern portion of the United States. Included in the admission consent for
treatment contract is a statement regarding the use of the obtained information for
statistical research purposes in a confidential manner. All QOLR’s completed by adults
upon admission over a period of six months were included in the sample. Only those
QOLR’s that were completed by individuals under the age of 18 were excluded. The total
number of QOLR’s collected was 230. Ullman (1996) and Chou and Bentler (1995) have
reported that for CFA’s of small to medium models a sample size of about 200 is
adequate. The sample was 70% female and 30% male. The age range was 18 to 68 with
a median age of 37.5. The sample was 51.7 percent Caucasian, 30 percent Hispanic, 13
percent African-American, 3 percent Asian, and 2.2 percent described as other. As far as
marital status, 48.3% of the sample were married, 24.3% were single, 17.8% were
divorced, 7% were separated, and 2.6% were widowed. Frequencies of the absence or
presence of specific psychological disorders were not provided with the sample. The
LAP clinic providing the sample provides assistance to its constituent county employees
based on their need and/or request for individual, family, or group counseling services.
Although sometimes provided, in-depth psychological assessment for the purpose of
determining a DSM diagnosis is not required for participation in services. Therefore, a
detailed description of psychological symptoms or disorders represented in the sample
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was not available. However, it can be stated that this clinic does not provide professional
psychiatric services, and, thus, the sample would not likely include the severely and
persistently mentally ill, such as individuals with major psychotic disorders. The
individuals in this sample are county employees or family members of county employees
who were seeking counseling services for various coping difficulties, such as difficulties
functioning in their work or home environments, anger management problems, marital or
other significant relationship problems, social or behavioral problems in the work place,
and related depression and anxiety symptoms.
Instrument - The Quality ofLife Rating
The QOLR was originally developed by Gust (1982) for clinical use on
individuals with physical disabilities, resulting from traumatic brain injury or spinal cord
injury, and their families. Changes have been made to the instrument over time in order
to improve its readability, sensitivity to change, and face validity (Huebner et al., 1998).
These changes included the addition of the parenthetical clarification of the scale values
for item 19; and, the addition of item 18. The current version is a 20 item questionnaire
with 19 statements of various life areas to be assessed, such as, Social/friendly
relationships. Work/career activities. Housing/living conditions, and Control of my life
and my future. The 20th item seeks a global subjective evaluation of QOL with the
statement Overall, I view my life quality as... A five point key scale is provided for the
individual to assess their first impressions of estimating their QOL in the different life
areas. The 1-5 scale moves from a score of one meaning the quality is extremely poor to
a score of five meaning the quality is excellent (see Appendix).
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For the present study, each of the QOLR’s 20 items were predicted to load on one
of the five factors in the hypothesized model (see Figure 1). In the Huebner et al. (1998)
study, five of the six items that were reported to have failed to load on any factor did
show factor loadings in excess of 0.30 on their respective theoretically anticipated factors.
The other item, which was the transportation item, showed a factor loading of 0.27 on
the anticipated economics or basic needs factor. For the present purposes of testing a
model based on the entire instrument, all items are included in the hypothesized model.
Huebner et al.’s (1998) study also showed a cross loading of the receiving affection item
on to Factor 1 {self-esteem & well-being) and Factor 2 {interpersonal attachment). In the
present hypothesized model (see Figure 1) this item is predicted to load on Factor 2,
which was its strongest loading in the previous study and likely its theoretically
anticipated position in the factor structure.
Procedure
To make the completed QOLR’s available, the director of the this EAP clinic had
her office assistant copy all of the QOLR’s, collected from January 1, 2003 to June 30,
2003 with all client identifying information removed. This office assistant added to the
face of each completed QOLR the client’s age, gender, ethnicity, and marital status. This
file was provided to the researcher by the clinic’s director for the purposes of this present
study.
All item responses from the EAP sample data were entered into an SPSS data file
and an EQS data file for use in the statistical analysis. Evaluations of multivariate
normality and linearity were conducted. Using EQS, a confirmatory factor analysis was
performed using the QOLR factor structure hypothesized by Huebner et al. (1998). Data
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analysis included an evaluation of the overall model using commonly accepted goodnessof-fit indices. The Lagrange Multiplier Test and Wald Test were employed to evaluate
the model for possible modifications. Histograms of all variables were created in SPSS
and a summary of descriptive statistics were created in EQS to evaluate the data for
univariate outliers and normality. Multivariate normality was evaluated in EQS using
Mardia’s coefficient and normalized estimate. The error residual in the measurement of
each observed variable is indicated by the corresponding E (see Figure 1). The error
residual in the prediction of each factor is indicated by the corresponding D (see Figure
1).

Results
The results of the CFA provided support for the Huebner et al. (1998) model.
Assumptions of univariate and multivariate normality were adequately met for
multivariate analysis. No data transformations were conducted. All data points were
within 3.5 standard deviations of the relevant variable’s mean; therefore, no outliers were
deleted. All the missing values in the data set were replaced with the relevant variable’s
mean across all cases. There were a total of 71 missing values, which means 0.3 percent
of all possible values were missing. Maximum likelihood estimation was used for all
estimates of models. The independence model that tests the hypothesis that all of the
variables are unrelated was easily rejected, x2(190, N - 230) - 1803.120. The
2

hypothesized model was tested and support for its goodness of fit was found, x (159, N =
230) = 271.861, p < .001, comparative fit index (CFI) = .93, root mean squared error of
approximation (RMSEA) = .056. The model chi-square is appropriately below the
recommended two times the degrees of freedom (Ullman, 1996). The CFI is
appropriately above the recommended .90 (Marcoulides & Hershberger, 1997; Ullman,
1996) and the RMSEA is appropriately below the recommended . 10 (Bentler & Bonett,
1980).
Using post-hoc information obtain from the Lagrangian Multiplier Test, six
covariance relationships among specific error factors were added to the model to improve
the overall fit. The observed variables in this model represent various measurable aspects
of the same construct (i.e. QOL), which makes covariance among the variables logically
anticipated, and, thus, the addition of these six parameters not theoretically problematic.
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Figure 2 represents the final model with the path coefficients reported in standardized
form. The coefficients, shown embedded in each arrow line (i.e. parameter), are the
parameter estimates of the final standardized solution. These estimates represent a
relationship between variables in the form of an index of the strength of predictability.
As in the Huebner et al. (1998) exploratory study, the Self-Esteem/Well-being factor
showed the strongest performance in being predicted by the 2nd order Factor 6 Quality of
Life latent variable. The other four factors performed adequately in being predicted by
the Factor 6 variable. Consistent with the Huebner et al. (1998) study, the Volunteer
Activities measured variable, once again, showed both a somewhat weak performance in
being predicted by the Spiritual factor as well as carrying the weakest predictive value in
the entire model.
A test of the QOLR’s internal consistency was performed by calculating alpha
reliability coefficients using SPSS. The reliability coefficients are presented in Table 1.
The coefficients presented indicate good internal reliability of the QOLR instrument and
adequate internal reliability of the Self-Esteem/Well-Being, Interpersonal Attachment,
Economics/Basic Needs, and Recreation/Leisure factors; however, the Spiritual factor
showed poor internal reliability.
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Figure 2. Final structural model of the QOLR with standardized parameters.
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Table 1
Internal Consistency Reliability of the QOLR

Factor
Self-esteem/Wellbeing
Interpersonal Attachment
Economics/Basic Needs
Recreation/Leisure
Spiritual
QOLR/A11 Items

Alpha Reliability Coefficient
0.83
0.79
0.73
0.70
0.43
0.90

Discussion
The QOLR’s clinimetric origins necessitated an exploration of its psychometric
properties and performance. The Huebner et al. (1998) study began this process and the
current study continued it. Based on these studies, the QOLR has shown good reliability
and validity and the hypothesized five factor model has performed consistently across two
different studies using distinctly different samples. The current CFA provides strong
support for the Huebner et al. (1998) model because, unlike the original EFA which
explored data to find a good fitting model, the confirmatory process specifies the relations
among variables and factors in advance of running the data. The results of this study also
support the generalizability of the instrument outside of the Huebner et al. (1998) sample.
That original sample was college students and had a more restricted age range (e.g. 66
percent were 18-years-old), as well as a significantly lower percentage of males (e.g. only
12.7 percent were males).
The primary weakness of the QOLR and its five-factor model is the fact that
Factors 4 and 5 are defined by only two predictor items each. There exists an obvious
inequity in the distribution of predictor items amongst the 5 factors. The desire for a
short instrument has, for example, seemingly resulted in an greatly oversimplified or
short-fallen definition of the Spiritual factor of the QOL construct. The stark contrast
between the poor internal consistency of this factor and its relative strong performance as
a predictor of the Factor 6 Quality ofLife latent variable indicates the need to possibly
restructure this portion of the instrument. Based on the results of this current study and
the Huebner et al. (1998) study, a reasonable recommendation could be made for the
rewording or elimination of the Volunteer Activities item and the inclusion of additional
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items that may more fully and accurately capture the important role of this Spiritual factor
in the QOL construct.
The main limitation of this study was the lack of more detailed information about
the clinical sample, especially as it relates to the absence or presence of common
psychiatric diagnoses within the sample. This limits the knowledge gained in regards to
the clinical generalizability of the instrument’s performance. Another limitation was the
inability to once again test the concurrent validity or test-retest reliability of the QOLR
with this new sample, as was done in the Huebner et al. (1998) study. However, given
the stated origins of the QOLR, this instrument performed surprisingly well across two
separate psychometric studies. Future studies may seek to establish the QOLR’s
psychometric performance across more specifically identified clinical mental health
populations. Additionally, the relatively sound nature of the QOLR’s established
psychometric properties, as well as the second-order factor structure used in this current
study, may make it useful for inclusion in further studies into the theoretical constituent
components of the QOL construct.
The World Health Organization’s (1948) definition of health tells us that health is
a state of well-being and not merely a synonym for the absence or presence of disease or
infirmity. Contemporary views of mental health have followed this same principle.
Some mental health services clinics have begun to follow the lead of many mental health
researchers in showing an increasing interest in the subjective well-being or QOL of their
patients and not just in isolating and ameliorating psychopathological factors. Seligman
has called for a new positive psychology that moves us away from an exclusive focus on
pathology to the inclusion of factors that allow people to flourish and make life worth
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living (Seligman & Csikszentmihalyi, 2000). Greenspoon and Saklofske (2000) have
offered empirical support for a dual-factor system of mental health in which
psychopathology and subjective well-being are recognized as separate but related factors
that can be integrated into a more useful concept of mental health. The QOL construct is
seemingly ideal for offering mental health clinicians this expanded framework for
understanding patients’ problems, needs, strengths, resiliency, subjective well-being, and
treatment-related outcomes. The QOLR is a simple user-friendly instrument that may
provide clinicians easy access to basic QOL/subjective well-being information about their
patients in a psychometrically sound format.
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Appendix

Quality of Life Rating
Tim Gust, PhD (1982)
Quality of life is related to our values, desires, and beliefs, plus our perception of ourselves and our world.
Use the key scale statements below to estimate your present quality of life on the 20 factors listed. Give
your impression as you briefly consider each item.
5 = quality is excellent: no improvement is necessary
4 = quality is very good: better than I expect
3 = quality is satisfactory: average compared with my expectations
2 = quality is not too good: I would like to plan changes
1 = quality is extremely poor: I need to make changes as soon as possible
Circle one number only
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.

Recreation activities.................................. .
Social/friendly relationships......................
Close/intimate relationships........................
Hobbies......................................................
Spiritual activities/belief in meaning of life
Volunteer activities....................................
Financial conditions....................................
Leaming/education/training activities........
Work/career activities................................
Emotional balance......................................
Transportation availability.........................
Sexual adjustment/relationship.................
Family involvement and support................
My physical/bodily condition.....................
Liking/loving myself..................................
Housing/living condition............................
Receiving affection....................................
Control of my life and my future................
Amount of stress/tension/pressure.............
(5 = no stress; 1 = severe stress)
20. Overall, I view my life quality as...............

Source © 1982—Tim Gust, PhD
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5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4

3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2
3 2

1
1
1
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